PPROM is preterm premature rupture of a membrane that occurred before the onset of labour and before term. A prospective comparative study was conducted to find out the incidence of PPROM and examine the various modes of treatment options. This study was conducted in Govt. Kasturba Hospital, Triplicane, Madras Medical College, Chennai in the period of December 2012 to November 2013. Pregnant women with gestational week of 32-36 completed weeks with confirmed ROM, Singleton pregnancy, Primi and multigravida in the age group between 18-35 years were included. Sample size was calculated to 108 by using 7.72% prevalence of PPROM and 5% precision.
Introduction
About 35% of preterm birth follows preterm prelabour rupture of membrane. The early detection of preterm labour or preterm rupture of membranes in traditional antenatal care is problematic because symptoms or signs may vary only a little from the normal physiological www.commedjournal.in symptoms and signs of pregnancy. 1 More than 1 in 10 of the world's babies born in 2010 were born prematurely, making an estimated 15 million preterm births (defined as before 37 weeks of gestation), of which more than 1 million died as a result of their prematurity. Over 60% of preterm births occur in Africa and South Asia, but preterm birth is truly a global problem. India had 3 519 100 preterm birth in 2010
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PPROM is defined as a rupture of the amniotic membranes before 37 weeks' gestation and before the onset of labour. PPROM is a serious condition leading to approximately one third of preterm births and it complicates about 3% of pregnancies. It is associated with many perinatal complications including neonatal sepsis, respiratory distress syndrome (RDS), placental abruption, and eventually fetal death, and carries a 1 to 2% risk of fetal death. In addition, PPROM puts the mother at risk for infection (chorioamnionitis) and premature delivery, and increases the risk of Caesarean section delivery. 3 Preterm birth has multiple causes; therefore, solutions will not come through a single discovery but rather from an array of discoveries addressing multiple biological, clinical, and social-behavioral risk factors. The aim of this study is to systematically compare early initiation of delivery and expectant management in case of preterm prelabour rupture of membranes between 32 and 37 weeks in terms of neonatal sepsis and RDS, maternal health, health-related quality-of-life and costs.
Materials and Methods
This study was conducted in Institute of Social Obstetrics, Govt. Kasturibai Gandhi Hospital for Women and Children under Madras Medical College, Chennai for the period of one year from December 2012 to November2013after approval from Institutional Ethics Commitee.
Study Method: This was a prospective study which was carried out among pregnant women came with preterm premature rupture of membrane from 32 weeks to 36 weeks 6 days of gestational age. Sample size was calculated to 108 by using 7.72% prevalence of PPROM, 5% precision.
Sampling Frame:
The study participants were divided in to two groups, 32-34 and 34-36 weeks completed gestational age group. All the study participants enrolled after their consent in both the groups were further randomised to active and expectant management group. The pregnancy outcomes of above two groups were studied during the course of hospital stay. The study participants with history of PPROM were admitted and PPROM was confirmed by sterile speculum examination, nitrazine test/fern test.The gestational age was ascertained by LMP and first trimester dating ultrasound. If there is disparity of more than 7 days between the two then gestational ages was assumed as per USG. And maternal temperature, pulse, blood pressure and fetal heart rate were recorded.
Investigations:
All the baseline investigations like Hb, blood sugar, blood grouping and typing, HIV, VDRL and urine albumin and sugar were done. Active Management: In this group, labour was induced either by intracervical instillation of PgE2 gel or continuous infusion of oxytocin depending on the bishops scores. In both the groups progress of labour was monitored carefully by partogram and Cesearean section was done only for obstetric indications.
All the patients in both the groups irrespective of duration of rupture of membranes, will be given intravenous Ampicillin 2 gm 8 hourly for first 48 hours followed by oral amoxicillin 500 mg every 8 hours for 7 days or till the patient goes into labour and delivers to reduce the infections.
In puerperium, all patients will be followed clinically and investigated for evidence of infection (endometritis). Clinical parameters considered for maternal morbidity were fever, tachycardia, abdominal tenderness, foul smelling lochia, sub involution of uterus, and evaluation of stitch line. And other maternal outcome were recorded Neonatal morbidity was considered in cases of neonatal septicemia, convulsions, or with birth asphyxia and death.
Statistical analysis:
All the data were entered in Microsoft Excel. Statistical analysis was done using SPSS version 12.
Results
There was 7656 admission of pregnant women for delivery purpose during the study period. Out of the total admission in this category in the hospital 381 were presented with pre-term premature rupture of membrane. The selection process of study participants was given in Figure1. 
Total PPROM cases 381
Excluded PPROM cases 273 -------Total selected PPROM cases for study 108
Total Put in Expectant Management 53
Total put up in Active management 55
The incidence of PPROM in the study was 3.56% during study period. The weight was high in 60-70kgs group both the management groups (44% The duration of mother stay in the hospital more than 5 days was high in expectant management (54.05%) than in active management (45.95%). Maternal puerperium, tachycardia and foul smelling vaginal discharge were not present in the both the groups. Fever was noted in one patient in expectant and two in active management group (Table 2) . Abruptio placenta was noted in one case in expectant management. The duration of mother hospitalization and postoperative complications like fever, abruption placenta were not statistically associated with active and expectant management(p>0.05)
Duration of hospitalisation of baby was significant between treatment group in 32-34 weeks (p<0.03). But it was not statistically significant in 34-36 weeks group. LBW was significant in 34-36 weeks group between two management group (p<0.001). Remaining other indicators were not significant between treatment group in both preterm group (Table 3) .
Discussion
Among the participants studied for preterm premature rupture of membranes over a period of one year has shown that the incidence of PPROM is more common in younger age group of 20-25 years (57%) and less in > 30 years www.commedjournal.in (5%). The same results were noted in study by shehla et al where the incidence of PPROM in women < 25 years was 58.8%. 4 Around 85% of patients in both groups are admitted within 24 hours of membrane rupture in the study. In PPROM , most of the patients goes into labour within few hours. In PPROM labour generally occurs within 24 hours 1n 35-50 % , within 72 hours in 70 %, and 90% of patients will deliver within two weeks (Daftary et al) . 5 In the present study, in expectant group out of the 53 patients 19 patients (35.84%) were delivered within 24 hours and 10 (18 %) patients have the latency period of > 48 hours . A study by Neerhof et al shows that only 10% of the women managed expectantly had latency period greater than 48 hours. 6 In active management group, about 52 (94%) of patients delivered within 24 hours . This is due to the augmentation of labour by oxytocin and PGE 2 gel in active management group.
The incidence of chorioamnionitis is 5.6% (3 patients) in conservative group and none in active group whereas the incidence of chorioamnionitis is 2% in active group and 16% in expectant group in the study by Naef et al.
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The decrease in incidence was probably due to prophylactic antibiotics usage.
The mean duration of hospitalisation in active management group is 3.61 in labour natural and 7.67 in LSCS whereas in expectant group is 5.14 in labour natural and 10.44 in LSCS. The duration of hospitalisation is prolonged in expectant group in our study which is due to prolonged latency period. Mercer et al also reported prolonged hospitalisation of mothers in expectant group managed between 32 to 36 weeks. 8 There was one (1.8%) reported case of abruption and one (1.8%) case of puerperal fever in expectant group. There was no reported case of puerperal sepsis or post-partum endometritis.
The incidence of high vaginal swab culture in active management was 7.2% and 20% in expectant management however this difference was not statistically significant. But separate case control studies can be conducted to know the high incidence in expectant management group. These culture positive patients were treated with antibiotics according to antibiotic sensitivity test results. The mean duration of hospitalisation of new born was 7.10 days in active management and in expectant management 8.49 days which is statistically significant. In the study by Naef et al, shows that there is no significant difference in hospital stay in both groups. 7 The incidence of RDS was high in active (73.90%) than in expectant management(26.10%) whereas the incidence of sepsis is 80% in expectant and 20% in active management. The incidence of Low birth weight is 70.59% in expectant group whereas it is 29.41% in active group which is not statistically significant. Even though there is increased incidence of hospitalisation in both the groups there was no neonatal mortality. This is due to the early detection of the complications and timely intervention and appropriate treatment.
In the present study in 32 to 33 weeks 6 days group 7 patients (33.33%) were put in active group and 14 patients (66.66%) were put in expectant management. About 22.22% and 77.77% were delivered within 48 hours in active and expectant management respectively which is statistically significant. The maximum admission -delivery in this group was 128 hours. There was only one reported case of chorioamnionitis in expectant management. In 34 to 36 weeks 6 days also the admissiondelivery interval in both modes management were statistically significant. In the view of admission -delivery interval in both the groups expectant management is the suggested method in 32 to 33 weeks 6 days group and active management is the suggested method in 34 to 36 weeks 6 days group. The mode of delivery, duration of hospitalisation the incidence of fever and abruptio placenta was not statistically significant in both the groups.
In the analysis of admitted babies the duration of hospitalisation of newborn for more than 5 days were 26.3 % and 74.7% in active and expectant management in 32 to 33 weeks 6 days group which is statistically significant. Whereas the duration of newborn hospitalisation in 34 to 36 weeks 6 days group in both modes of management is not statistically significant. The incidence of RDS was 83.3% in active and 16.7% in expectant group in 34 to 36 weeks 6 which is statistically significant whereas in 34 to 36 weeks 6 days group RDS incidence was 70.6% and 29 .4% in active and expectant group which is not statistically significant. The incidence of sepsis, prematurity and other neonatal complications in both the groups and both modes of management were not statistically significant. Overall there is increased adverse outcomes were noted in active management in 32 to 33 weeks 6 days. However in 34 to 36 weeks 6 days there was no significant hospitalisation and the neonatal outcome in both mode of management were similar .So when considering the maternal factors in active and expectant management in this group ,there is no added advantage of expectant management in 34 to 36 weeks 6 days in this study.
Conclusion
The management of PPROM depends upon the time of admission after MRO, clinical condition of fetus and mother and the gestational age of the mother. The delay in mother admission after MRO increases the chances of complication in mother and baby. Usually the increased time duration between MRO and admission leads to active line of management.
Expectant management is best management for MRO with mother's gestational age of 32-33weeks 6 days and active line of management is for 34-36 weeks 6 days. Apart from this, the mode of management should be decided by the clinical condition of fetus in due course. The active line of management would be preferred in the view of reducing further complication of the baby. Also conversion from expectant to active management is also preferred in such cases. This will reduce the hospitalisation of baby and reduce the complication. So better 'Rooming in" is possible. The respiratory distress syndrome, LBW and sepsis are major complication of MRO in preterm babies and the complication to mother is less evident.
Case control studies may be suggested to find out the causes for PPROM. So it provides chances to prevent PPROM in future.
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